Gender diversity has been linked to positive business results. Yet limited data exist to characterize the gender landscape in health technology, a field that draws employees from both biomedical engineering and medicine. To better understand the state of gender diversity in this industry, we developed a survey to explore leadership representation and perceptions of workplace equality, job satisfaction, and work-life balance. Data from 400 + health technology professionals revealed that women are significantly underrepresented in senior leadership and that men and women experience the workplace differently. Men believe in greater numbers than females that senior leaders are focused on recruiting and promoting women, promotion criteria are equitable, and the major barrier to leadership roles for women is work/family balance. In contrast, women perceive a less meritocratic and inclusive workplace in which their ability to rise is hampered by exclusion from influential communication networks and stereotyping/bias. Perhaps as a result, more than one-third of female respondents are considering leaving their current jobs, citing dissatisfaction with management and a desire for greater advancement opportunities. This study highlights significant gender perception differences in health technology that require further study and proactive remediation for the field to fully realize the benefits of gender diversity.
INTRODUCTION
Numerous studies have determined that gender diversity is a business imperative. 21 It is linked to positive financial performance, 17 ensures that the most talented people contribute at the highest levels, and conveys important benefits, including catalyzing and sustaining innovation 20 and increasing the ''collective intelligence'' of the organization. 28 The US healthcare industry seemingly outperforms the rest of corporate America on gender diversity. Depending how healthcare is defined, women make up 50% 3 to 75% 19 of the workforce, and the sector has better female representation at all levels of leadership than other US industries. 3 The high-technology industry, by comparison, continues to struggle with a significant gender gap-its workforce is only about one-quarter female. 26 While this sector is taking steps to address its unfavorable track record on gender diversity, 24 the number of women in high-tech has not risen appreciably despite the fact that employment opportunities are abundant and jobs are generally high paying. 7 Health technology, a growing field that includes medical device, device-based diagnostic, digital health, and health information technology companies, sits squarely between the healthcare and high-technology industries. However, its gender landscape remains obscure as it has not been extensively examined. In most research studies, health technology is grouped with larger healthcare sectors (payers and providers), other life sciences fields (pharmaceuticals, biotechnology), or even included in high-technology rather than investigated separately. 3, 7 Efforts have been made to evaluate gender diversity in the disciplines that feed health technology employment, most notably biomedical engineering and medicine. Prior studies have shown that the pipeline of women in these two specialties is robust. Universitybased biomedical engineering programs have better gender parity than almost any other engineering field. In 2017, women earned 44% of bachelor's degrees, 43% of master's degrees, and 39% of doctoral degrees in this discipline. 29 Medicine is also highly attractive to women, who make up 36% of practicing physicians. 22 And, for the first time in 2019, women comprise the majority of enrolled medical students. 1 However, these ''pipeline'' figures do not tell the whole story. Even though the number of women entering biomedical engineering and, more broadly, science, technology, engineering, and math (STEM) fields is growing, men continue to outnumber women, especially in the leadership ranks. 15 Multiple studies of females working in STEM jobs have posited that inhospitable culture and bias (rather than pipeline issues or personal choices) cause women to vacate STEM positions. 10, 15, 25 Similarly, in medicine, women remain scarce in the procedural fields like surgery that are a natural fit for those with an interest in health technology innovation. In 2017, women represented less than 25% of practitioners across 10 surgical specialties. 14 The same year, only 9% of US fellows in interventional cardiology, a field defined by technology innovation, were women. 30 Against this unclear and even contradictory backdrop, we initiated a survey to characterize the gender landscape specifically within health technology. Our goal was to better understand the industry's current performance on factors such as female representation in leadership and perceptions of gender dynamics, workplace equality, job satisfaction, and work-life balance.
MATERIALS AND METHODS
The survey was designed to collect perceptual data of respondents' experiences across companies in the health technology workplace to strengthen our understanding of gender dynamics in the field and improve the treatment of this subject in our educational programs. It included 104 questions in seven sections-demographics, industry experience, career path, mentoring, workplace perceptions, family life, and fundraising. Given our focus on gender-related issues, we did not collect data on ethnicity or race.
We were particularly interested in understanding gender dynamics in small and mid-sized companies for three reasons. First, these organizations are generally considered the primary drivers of innovation in our field. Second, a significant portion of our trainees launch or take positions in small and mid-sized companies. And, third, these organizations often lack substantial resources to launch the types of diversity and inclusion initiatives that are emerging within larger corporations in health technology.
To access individuals employed by small and midsized health technology companies, we asked the two largest trade organizations, the Medical Device Man-ufacturers Association (MDMA), which explicitly focuses on companies of this size, and AdvaMed Accel, the subgroup of the Advanced Medical Technology Association that serves medical technology companies with revenues under $100 million, to email the survey to their members. We also asked two other groups to send it: MedtechWomen, a California-based organization whose members we felt would be particularly interested in the survey topic, and the Stanford Biodesign Alumni Association, whose constituents have completed our fellowship. In total, these lists included 6548 individuals with some unknown (but potentially significant) overlap among them.
Using the Qualtrics platform (Qualtrics, Provo, UT), the survey was shared with individuals (as described) between December 17, 2018 and March 4, 2019. Each organization was asked to send an initial email and a second reminder. Respondents were offered a copy of the survey results (post publication) as an incentive for completion. No other inducements were provided.
Survey data from Qualtrics were exported into Microsoft Excel and reformatted for upload into Stata/IC 11.2 for Windows. All data were anonymized prior to being provided to the authors, and data analysis was performed under a waiver from Stanford's Institutional Review Board. Comparisons between proportions were tested by Pearson's Chi squared, with statistical significance at p < 0.05.
RESULTS
Survey responses were received from 403 unique individuals. Respondents were 37.7% male (n = 152) and 62.3% female (n = 251). They varied in age from under 30 to over 60, with a majority (57%, n = 230) in the 40-59 age range. 80.1% were married (n = 323), 12.4% had never been married (n = 50), and 7.4% (n = 30) were separated or divorced. 73.2% (n = 295) had children.
When asked to rate factors that influenced their choice of a career in medtech, most respondents (79.4%, n = 320) said that the desire to help people and improve healthcare was a major motivator. The next most frequently cited motivator was the desire for challenging work (57.3%, n = 231).
Respondents had worked in health technology for an average of 17.2 years and had been with their current company for an average of 5.8 years (Figs. 1a and 1b).
The companies where respondents were currently employed ranged from very small to very large as follows ( Fig. 1c ): 23.3% 1-10 employees (n = 94), 16.4% 11-25 employees (n = 66), 9.9% 26-50 employees (n = 40), 12.9% 52-100 employees (n = 52), 11.9% 101-500 (n = 48), and 25.6% more than 500 (n = 103).
The proportion of male and female respondents varied by current company size (p < 0.001). Men were disproportionately represented in the smallest compa- nies, with 33.0% (n = 50) working at those with 10 employees or less. Women were more likely to work in large companies, with 32.0% (n = 80) holding positions at organizations with more than 500 employees.
5.2% of respondents were currently employed as independent contractors, 8.7% were individual contributors (i.e., no supervisory responsibilities), 11.6% were managers, 16.4% were directors, 18.4% were VPs, 32.0% held C-suite titles (executive-level positions such as CEO, CFO, COO), and 7.7% selected ''other'' ( Fig. 1d) . A disproportionate number of all men completing the survey were in C-suite positions (50.6%, n = 77).
56% of respondents reported that their company was headquartered in California (n = 225), followed by 5.7% in Minnesota (n = 23) and 5.5% in Mas- sachusetts (n = 22). All other states had less than 5% representation.
Company Leadership
When asked about the gender of senior leaders (directors and above) at their current companies, only 9.9% of respondents (n = 40) worked in a company where the majority of leaders were women ( Fig. 2a ). Of that 9.9%, the majority (55.0%, n = 22) worked in small companies (10 employees or less) ( Fig. 2b ).
Mentorship 61.0% of female respondents (n = 153) and 69.7% of male respondents (n = 106) reported that they have or have had a mentor in their health technology career. When asked the gender of their most influential mentor, 86.8% of men (n = 92) and 55.6% of women (n = 85) cited a male mentor. 69% of all respondents with mentors (n = 179) indicated that those connections had been ''very helpful'' in their careers.
Job Satisfaction/Inclusive Environment
Male and female respondents were presented with a series of statements that served as proxies for job satisfaction (e.g., ''I speak freely at meetings; my professional contributions are heard and valued'') and an inclusive environment (e.g., ''The workplace empowers women to reach their full potential'') and asked to indicate whether they agree, disagree, or are neutral/ have no opinion.
Across genders, respondent agreement with the proxy statements for job satisfaction and inclusive environment was linked to job retention. Of the 214 respondents who agreed with at least five of the seven proxy statements, only 15.4% were thinking about leaving their jobs. (Note: Five out of seven was subjectively chosen as a stronger indicator than agreement with a simple majority.) Of the 189 respondents who did not agree with five or more of the statements, 40.7% were thinking about making an employment change (p < 0.001).
Women responding to the survey were more likely than men to be thinking about leaving their current job. 16 .4% (n = 25) of men were considering a change compared to 33.9% (n = 85) of women (p < 0.001).
When those considering a job change were asked why, 44.7% of women (n = 38) reported that they were ''dissatisfied with management'' compared to 8.0% of men (n = 2). 42.4% of women (n = 36) were ''seeking more opportunity for advancement'' compared to 8.0% of men (n = 2). Approximately the same percentage of men (32.0%, n = 8) and women (32.9%, n = 28) were thinking of leaving because they were ''seeking more interesting/challenging work.'' 40.0% of men (n = 10) and 5.9% of women (n = 5) cited ''other'' reasons.
When those considering a job change were asked what they planned to do next, 40.0% of men, (n = 10) and 75.3% of women (n = 64) reported that they would seek another full-time job in health technology. 32.0% of men (n = 8) planned to start their own companies, while only 1.2% of females (n = 1) reported this intent. 12% of men (n = 3) and 12.9% of women (n = 11) planned to work part time or become a consultant.
Being male and/or having a mentor were both associated with higher scores on the proxies for job satisfaction and inclusive environment (Figs. 3a and 3b). Male respondents and those with a mentor scored higher on all proxy statements compared to female respondents or those without a mentor. Most differences were significant as indicated by the asterisks (p < 0.05).
When we compared women with and without a mentor, women with mentors had significantly higher scores on responses to all job satisfaction/inclusive environment proxies (p < 0.05). When we compared men with and without a mentor, men with mentors had significantly higher scores on their response to all job satisfactions proxies (p < 0.05). However, having a mentor did not result in any significant increase in men's scores on proxies related to inclusive environment (e.g., the last three factors listed in Figs. 3a and 3b).
Perceptions of Equality
When asked whether they personally viewed men and women as the same or different on a series of workplace characteristics, men were more likely than women to report that they viewed both genders the same, while women reported more variation between the genders. For example, 92.7% of men (n = 140) said they viewed men and women as equal in strategic ability whereas only 77.0% of women (n = 191) shared the same opinion ( Fig. 4 ). Male and female respondents diverged most in their personal views on the characteristics of assertiveness, emotion, empathy, and executive presence. All responses were statistically significant between male and female responders (p < 0.001).
Respondents who indicated that they believed men and women were ''viewed differently'' for any given characteristic were asked in a secondary question whether they thought that trait applied more to men or women. In general, male and female respondents presented with these follow-up questions agreed in their assessment of which traits applied more to men vs. women, especially on the characteristics of assertiveness, emotion, empathy, and executive presence.
For example, for the characteristic of emotion, 150 men answered the preliminary question. 45 said the genders were ''viewed differently'' and were presented with the secondary question. 42 assigned emotion to c FIGURE 3. (a) Respondents were asked, ''Based on your own experience (across your health tech career), please rate your agreement or disagreement with the following statements.'' Possible responses were ''agree,'' ''neutral/no opinion,'' and ''disagree.'' This charts shows the resulting data, organized by whether or not the respondents had a mentor. (b) This chart shows the data from the previous question, organized by respondent gender.
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women (93.3%) and 3 assigned that characteristic to men (6.7%). Similarly, 248 women answered the preliminary question and 144 said the genders were viewed differently with regard to emotion. Of those, 141 (97.9%) assigned emotion to women and 3 (2.1%) assigned that characteristic to men. Male and female responses were similar for empathy. The same pattern was present for assertiveness and executive presence, but with both male and female respondents overwhelmingly assigning those characteristics to men.
Next, respondents were presented with a series of issues and asked to use a four point system to rate where they believed the greatest inequalities exist between men and women in their workplace. Across all issues, men perceived lesser inequalities compared to women at significant levels ( Fig. 5 ; p < 0.05).
A set of barriers with the potential to hold women back from senior leadership roles was included in the survey and respondents were asked to select the top four they believed to be most problematic (Fig. 6 ). 70.4% of females (n = 176) listed ''exclusion from networks of communication and influence'' as a top concern limiting women from advancing into senior leadership roles compared to 42.5% of men (n = 62), while 61.6% of men (n = 90) cited ''desire to balance work and family'' compared to 45.6% of women (n = 114).
Respondents were asked if they had observed or experienced gender discrimination while working in health technology. Overall, 53.3% (n = 215) responded affirmatively. 72.1% of women (n = 181) said that they had observed or experienced gender discrimination, while only 22.4% of men (n = 34) answered the same way (p < 0.001).
A write-in box provided for respondents to optionally describe the gender discrimination they had observed or experienced garnered 196 responses, with the plurality of comments (49%, n = 96) focused around two main themes: (1) bias in hiring or promotion process, and (2) perceptions of qualifications and competence. The next most common theme (22%, n = 43) involved not being heard or taken seriously, not having one's accomplishments acknowledged, or not feeling as though one's opinion was valued. Of all respondents, 77.9% (n = 314) were in positions that required them to recruit and/or hire other employees. 69.1% of these individuals (n = 217) reported that they considered gender balance in their hiring decisions in addition to seeking the most qualified candidate, and 61.4%, (n = 134) stated that it was somewhat or very difficult to achieve.
When asked why it was difficult to achieve better gender balance in their company, 86.0% (n = 43) of responding males said this was due to a lack of qualified candidates compared to 59.5% of responding females (n = 50; p = 0.001). 40.4% of responding women (n = 34) chose the response ''another reason.''
Work-Life Balance
On the topic of work-life balance, there were significant differences between male and female responses. Only 15.8% of men (n = 24) felt that ''family responsibilities make it harder to get ahead at work'' compared to 29.1% of women (n = 73; p = 0.002). 32.9% of men (n = 50) agreed with the statement ''I can start a family and continue to advance at the same pace in my current company as my peers without children'' compared to only 17.5% of women (p < 0.001).
Only 12.2% of male respondents (n = 19) and 19.0% of female respondents (n = 47) had taken time off of work-besides maternity/paternity leave-to focus on family. The majority of men reported that it took them less than 6 months to return to work when they were ready (78.9%, n = 15), while the majority of women indicated that it took them more than 6 months (58.6%, n = 24).
Fundraising
The last section of the survey focused on fundraising in health technology. A total of 247 respondents (45.7% male, n = 113 and 54.3% female, n = 134) stated that they had been part of a management team seeking funding. When asked their title when fundraising, there were notable differences by gender. Within this subset of fundraisers, males represented 54.5% of founders/co-founders (n = 30), 65.7% of CEOs (n = 44), and 29.3% of senior staff (n = 27). Women made up 45.5% of founders/co-founders (n = 25) in this group, but disproportionately fewer CEOs (34.3%, n = 23) and disproportionately more senior staff (70.7%, n = 65).
Only 18.0% of women (n = 23) and 8.6% of men (n = 10) who had been involved in fundraising had pitched to any entities focused on investing in womenled companies. 47.7% of men (n = 54) and 81.1% of women (n = 103) reported that less than 10% of the investors they met with were female.
When asked if they believed that male and female members of their pitch team were treated differently, only 9.7% of men (n = 11) said yes compared to 47.0% of women (n = 63; p < 0.001).
DISCUSSION
As noted, gender diversity is linked to catalyzing and sustaining innovation 20 and increasing the collective intelligence of an organization. 28 In health technology specifically, gender diversity also enhances the ability to innovate for different patient populations and allows companies to capitalize on the perspectives of women, who are the primary consumers and decision makers for family healthcare. 27 Given these considerations, along with the relatively widespread presence of women in healthcare jobs, as well as in biomedical engineering and medical pipelines, it might be reasonable to expect that the results of our survey would reflect a more equitable gender landscape in health technology. However, our data highlighted multiple deep-seated problems that affect the experiences of women and have the potential to drive them out of the field.
There are multiple limitations to our study. First, the overall number of survey responses represents a small proportion of the industry, in part reflecting the willingness of participants to complete a 104 question survey. Also our sample is not geographically balanced. California is over represented, with more than 50% of respondents working for companies headquartered there. However, given our interest in understanding gender dynamics in small and mid-sized companies, individuals from California provide an important perspective since the state is known for start-up activity, is a leader in medical device patent filings, and attracts disproportionately more venture capital than anywhere in the US. 5 Additionally, California's health technology ecosystem shares traits in common with other US health technology hubs, such FIGURE 6. Respondents were asked, ''In your view, which barriers hold women back from senior leadership?'' and instructed to rank the top four in terms of impact. In the chart, the percent reflects the proportion of respondents who included each barrier in their top four.
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as Massachusetts and Minnesota, for example, which also attract substantial life science venture capital funding 5 and have a high number of medical device employees and medical device patent filings. 23 Second, the selection of groups to distribute the survey may have biased the responses. Working through trade organizations and specialty mailing lists may have connected us with individuals who are more active in the industry. It also seems that the survey reached a disproportionate number of people working in management roles vs. lower-level positions. However, as noted, identifying and accessing individuals who work specifically in health technology (as opposed to other sectors) can be difficult. At a minimum, these groups provided a reliable channel to members of that target audience. Third, we are not able to confirm how many responses came to us through each channel or calculate an accurate response rate. Respondents were asked whether they were members of either trade group. 134 reported that they were members of MDMA, and 135 said they were members of AdvaMed. But we did not inquire about membership in MedTechWomen or the Stanford Biodesign Alumni Association. And, as noted, there was likely significant overlap among the mailing lists.
Fourth, question construction could have prejudiced responses, although we attempted to minimize leading questions by trialing them before widespread dissemination. In addition, respondent self-selection may have biased results. In this study, in fact, substantially more women than men participated and it can be argued that those who responded represent a biased perspective. Additionally, the survey did not collect data on race or ethnicity. However, it is widely understood that those who are underrepresented by race and/or ethnicity can have even more challenging experiences in the workplace. 18 Finally, self-reported data are inherently subjective. However, the primary goal of this study was to characterize the subjective experience of health technology professionals on gender-related issues. Recording perceptual data is a well-established method of assessing unconscious gender bias at work. 4 Despite these limitations, the survey results shed light on two especially critical issues: the underrepresentation of women in senior leadership and striking differences in male and female perceptions of and experiences in the health technology workplace.
Women in Senior Leadership
The survey results suggest that there is a major gender imbalance in the senior leadership ranks of health technology companies. A majority of respon-dents work in organizations where women make up one-quarter or less of the senior leadership team. Only 10% are employed in companies with more than half female senior leaders ( Fig. 2a ). Furthermore, these data potentially exaggerate the presence of female senior leaders in health technology because a majority of these respondents are from companies with 10 employees or less (Fig. 2b) .
Respondents pointed to multiple barriers that prevent women from reaching senior leadership (Fig. 6 ). Respondents of both genders cite stereotyping/bias as a major barrier. However, while women acknowledge that the desire to balance workplace and family responsibilities can hinder advancement, they point to exclusion from networks of communication/influence as the most significant problem. Their male counterparts underrate exclusion from networks and perceive the desire for work-life balance as the greatest obstacle for women on the path to senior leadership. This can become a self-fulfilling problem when male leaders governing work assignments assume that female employees are not interested in or able to take on new tasks or leadership roles due to their family responsibilities and, therefore, never offer them the chance. 13 Female respondents also believe that disinclination to self-promote, a strategy generally considered necessary for professional advancement, 2 is a barrier to women moving into senior leadership roles at a significantly higher level than male respondents. There are many reasons why women may be hesitant to advocate for themselves. 2, 12 One explanation suggested by our data is that they may be less secure in the workplace than their male counterparts (Fig. 3b ). More women than men reported feeling unsure speaking freely at meetings and that their contributions are valued. Even more importantly, women are less likely than men to perceive that promotion criteria are equitable across genders, their workplace is empowering them to reach their full potential, and that the senior leaders at their companies are focused on recruiting and promoting women. Taken in combination, these factors could be discouraging to women with senior leadership aspirations and may drive them to change jobs. More than one-third of female respondents are thinking about leaving their current positions, and the primary reasons involve dissatisfaction with management and a desire for greater advancement opportunities.
Other areas flagged by both genders where major inequalities exist were the availability of role models, the pace of career advancement, and compensation ( Fig. 5 ). Without role models to demonstrate that women can, in fact, rise to the top, upward mobility can feel slow and/or unattainable to female employees. 6, 8 Similarly, compensation is a well-documented challenge for working women in the US across sec-tors. 11 Substantial research indicates that the disparity in entry level compensation initiates a trend of unequal pay for equal work that can persist across a woman's entire career. 9, 18 Male and Female Experiences in the Workplace Overall, men responding to the survey believe that the work environment for their female colleagues is more meritocratic and inclusive than the women report. The data indicate that women experience a noninclusive culture that, for the most part, their male colleagues may not even see. For example, far fewer female than male respondents believe that they fit in and are part of the team at work (Fig. 3b ). And while men largely report that the genders are viewed the same on workplace characteristics, women perceive this to be the case at much lower rates (Fig. 4) . One area where men and women do seem to agree is that gender stereotypes in the workplace are alive and well, with traits such as emotion, empathy, and collaboration assigned to women and assertiveness, executive presence, and ambition more often reserved for men.
Male respondents also are more likely to believe that diversity and inclusion efforts are sufficient and/or the problem is not that great, whereas women are more likely to believe more improvements are needed (Fig. 3b ). For instance, more than half of male respondents report that senior leaders are actively focused on recruiting and promoting women within their companies compared to less than one-third of females. Well over three-quarters of men believe that promotion criteria are equitable compared to just over onethird of women. Only 10% of responding men believe that male and female members of fundraising teams are treated differently compared to nearly half of responding women. Similar findings are evident across industries and consistent with other studies. 18 
Moving Forward
Our data come from a detailed survey with more than 400 responses from non-financially-incentivized participants who work specifically for health technology organizations. As such, they provide a credible first-look at the current state of gender diversity in the health technology field.
The results are provocative and spotlight important issues, including the extent to which women are underrepresented in senior leadership and how vastly different men and women experience the workplace. They also provide more nuanced insights that should be used to fuel larger, more rigorous studies of gender equality in health technology. Minimally, the data should signal to health technology companies and training programs that our field is not immune to the gender-related issues that negatively affect the high technology industry, and that proactive steps to assess and improve their work environments on diversity and inclusivity may prevent them from losing talented female contributors.
Major players in health technology have begun addressing issues of gender (and racial) diversity. As one example, Medtronic, the largest medical device company, has a Global Inclusion, Diversity, and Engagement team tasked with ensuring that, over time, the company's workforce reflects the racial and gender makeup of the communities in which it is based. 16 Other large companies, such as Johnson & Johnson, Edwards Lifesciences, and Abbott, have launched similar initiatives. While more time is needed to determine their effectiveness in changing corporate culture, they are significant in that they reflect a groundswell in acknowledging the importance of diversity in achieving desired business results. That said, this issue must not be left to a few large players to address. Organizations of all sizes must be engaged to make a meaningful difference in improving the gender landscape in health technology.
Importantly, academic programs focused on health technology innovation are in a unique position to help drive change from the bottom up. By increasing awareness and understanding of gender stereotypes and unconscious bias among our trainees, universities can equip future health technology leaders to build more inclusive workplaces as they go forward in their careers. Sharing data from this and other relevant studies is one way to engage students on the topic. Another is to leverage our project-based courses/programs to model desired behavior, help students create inclusive teams, and challenge them to practice behaviors that enable all team members to achieve their full potential. Additionally, academia can lead more studies to make sure our understanding of key issues is sound and that resulting improvement initiatives truly will make a difference.
The benefits associated with increased diversity and inclusion are too great to be ignored. However, the results of our study indicate that current efforts around gender diversity and inclusion in health technology are not having a sufficient effect. Through greater awareness, evaluation, and action, health technology has the opportunity to lead other sectors in achieving these desired results.
Magali Fassiotto, Uday Kumar, and Emily Pang for their input. Frymire & Associates was paid to review survey content, create the online questionnaire, and anonymize/tabulate the results. No other benefits were exchanged directly or indirectly related to the subject of this manuscript.
OPEN ACCESS
This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://crea tivecommons.org/licenses/by/4.0/.
